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The phenomenon of resilience has long been identified as a key talking point within the realm of 
overall mental health, but the concept’s specific meaning, qualities, and sources remain 
somewhat elusive. For those with chronic health conditions, resilience is often identified as 
essential to coping effectively with significant disruptions to daily activities. The purpose of this 
study was to better understand the concept of resilience and to determine themes that underlie 
resilience, specifically within a cancer patient population. This goal was addressed by using a 
qualitative approach to elicit commonalities among the experiences of cancer patients 
representing varying types and stages of disease, treatment, prognosis, and recovery. The 
perspectives of nine participants, all members of a cancer support group within a large 
metropolitan medical center, were gathered by conducting semi-structured interviews consisting 
of nine questions. Data from these subjective, lived experiences of people with cancer were then 
analyzed and filtered using a phenomenological approach to derive common meanings for the 
phenomenon of resilience. Five themes of resilience emerged: staying true to oneself; balancing 
a sense of control with letting go; allowing for and learning from the “negatives;” asking for and 
receiving support from others; and giving back to others. These results offer a unique perspective 
on resilience within a cancer patient population. Limitations of the study, contributions to 
existing research, and implications for further research are discussed. 






Resilience in Cancer Patients 
 We all seem to have some concept of what “being resilient” means to us, but when asked 
what resilience actually involves, it can be difficult to put into words. What really makes 
someone “resilient?” Particularly within the context of the COVID-19 global pandemic, 
resilience has come to the forefront as people face challenges related to health, employment, 
social isolation, loss, and uncertainty. In the realm of psychology, resilience may be considered 
one aspect of a “fourth wave” of psychology known as positive psychology. A movement that 
took off in the early 2000’s, largely spearheaded by American psychologist Martin Seligman, 
positive psychology focuses less on disease and pathology and more on human potential. 
Positive psychology values the subjective experience of past, present, and future; individual traits 
such as courage, interpersonal skill, perseverance, forgiveness, and wisdom are foundational 
tenets (Seligman & Csikszentmihalyi, 2000). Research into mental illness prevention has 
renewed interest in human strength and how to foster these strengths, including four personal 
traits in particular: subjective well-being, optimism, happiness, and self-determination (Seligman 
& Csikszentmihalyi, 2000).  
One question that has emerged from positive psychology research is: Is resilience 
necessary, in the sense that one must overcome some form of hardship or suffering in order to be 
capable of developing and experiencing positive emotions and traits? And where does “realism” 
fit in if, as according to some, optimism leans too far in the direction of “foolishness” or even 
“ignorance” (Seligman & Csikszentmihalyi, 2000)? An existential framework similarly questions 
positive psychology’s conceptualization of resilience: In addition to “realism,” existential 
philosopher Martin Heidegger promoted the concept that being an authentic human being means 
incorporating negative experiences in a way that helps us fulfill our responsibility to make 
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choices and to acknowledge the meaning that comes from challenging situations (Alrofiai et al., 
2020). This perspective thus offers a resounding “yes” to the question of whether suffering is an 
integral part of resilience—and may be of particular relevance when considering resilience 
within a cancer patient population. 
Literature Review 
Resilience is a concept that can be difficult to define. Terms or phrases frequently 
associated with resilience include hardiness, positive adaptation, optimism, ability to cope, and a 
sense of purpose. While there is some debate regarding whether resilience is the presence of 
positive adaptation skills in response to stress or the “absence of negative mental health” 
(McGowan, 2016), psychological resilience is most commonly conceptualized as a collective set 
of characteristics that enables one to bounce back from adversity, adapt to change, deal with a 
difficult situation, and/or recover from traumatic stress. When viewed as distinct from adaptive 
coping skills or behaviors, which are more technique-based, resilience is commonly considered a 
repertoire of protective factors that allows one to return to a state of equilibrium and balance 
after a negative experience. One theory of resilience goes even further, stating that resilience is 
more than simple “bounce back” or recovery, that it instead must also involve some form of 
growth or adaptation (Richardson, 2002). Within the literature, there is much disagreement over 
whether resilience is a trait, a state, or a learned set of behaviors, but in general, it encompasses a 
way of thinking about and reacting to a situation that helps to buffer the negative effects of 
adversity. Most researchers on the topic also agree that resilience includes some capacity for 
personal transformation (Liu et al., 2017). 
Studies examining resilience began in earnest between 1970 and 1980 in children, 
particularly those from high-risk populations who had been exposed to significant adversity 
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(Limardi et al., 2015). Largely as an outgrowth of this original research, more recent 
investigations of resilience have involved populations of all ages, with a sizable proportion of 
studies examining resilience within a framework of trauma stemming from abuse, war, or natural 
disasters. One study found that the strongest predictor of resilience was childhood trauma, 
namely that resilience is negatively correlated with childhood interpersonal trauma and with 
harm avoidance (Simeon et al., 2007). Conversely, resilience has been found to be positively 
correlated with lower urinary cortisol levels and secure attachment to caregivers (Simeon et al., 
2007).    
As an outgrowth of the early research into resilience, a metatheory of resilience emerged, 
outlining “three waves” of inquiry. According to this theory, these waves include first identifying 
protective factors, followed by describing the reintegrative process for accessing or attaining 
resilient qualities, with the third wave culminating in recognizing that a source of motivational 
energy is required to propel a person to grow through adversity and disruptions (Richardson, 
2002). Resilient qualities are thus attained through disruptions to a homeostatic state of being, 
and people then choose how to confront these disruptions as they move from homeostasis to 
disruption to reintegration (Richardson, 2002). It follows that nearly all disruptions to 
homeostasis represent some potential for growth, and that people have choice to either 
reintegrate resiliently, return to homeostasis, reintegrate with loss, or dysfunctionally reintegrate. 
Resilient reintegration means utilizing a coping process that results in growth, knowledge, self-
understanding and an increase in strength of resilient qualities—and that process begins with the 
question, “What am I going to do?” 
Numerous scales have been created in recent years to attempt to measure or assess levels 
of resilience, including the Resilience Scale, the Scale of Protective Factors, the Resilience Scale 
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for Adults, the Connor-Davidson Resilience Scale, and other scales specifically targeting trauma 
survivors, children, or adolescents. One of the developed scales raises some debate about 
terminology, specifically between what is meant by “resilience” versus “resiliency.” The creation 
of the Resiliency Questionnaire for Adults (RQA) from the existing Resiliency Scales for 
Children and Adolescents defines resilience as the outcome or series of outcomes that occur 
when people successfully navigate adversity (Alonso-Tapia et al., 2017). The term resiliency 
then refers to the protective personal factors that lead to resilience (Alonso-Tapia et al., 2017). 
Inherent to these definitions is perhaps a subjective definition of what “successful” confrontation 
of adversity entails.   
A three-factor model of resiliency emerged from Bandura’s theory of self-efficacy and 
from integration of personal traits and personal competence factors (Harms et al., 2017). 
Specifically, many of the developed scales use three factors as a cornerstone of resilience: sense 
of mastery, sense of relatedness, and emotional reactivity (Alonso-Tapia et al., 2017). Sense of 
mastery includes problem-solving skills and a feeling of competence; sense of relatedness 
encompasses not only how one relates to others during times of stress but also one’s perceived 
ability to trust and access others when support is needed; and emotional reactivity refers to one’s 
ability to regulate emotional reactions to adversity, including the tendency towards either 
impairment or recovery (Alonso-Tapia et al., 2017). When developing the RQA, researchers 
found that decreasing emotional reactivity generally allows the sense of mastery and sense of 
relatedness to be more prominent (Alonso-Tapia et al., 2017). 
Corroborating this finding is another study pointing to the complementary nature of 
resilience factors. Taking a more systemic approach, Normandin & Thierren (2016) found that 
there is an emphasis both on maintaining the stability of one’s overall system as well as on 
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transformation of the system. In other words, stability might include the bounce-back factor, 
persistence, and/or consistency in relationships, while transformation entails a degree of 
adaptability to resilience, in that persons both learn from the situation and integrate change 
(Normandin & Thierren, 2016). Other research points to the fact that resilience can really only 
occur in a context of risk, and that resilience incorporates both social and cognitive factors 
(Madewell et al., 2019).   
Accordingly, many existing studies focus on both the neurobiological and the 
psychosocial aspects of resilience. Neurobiological research on resilience seeks to explore 
whether there are differences in brain structure or function, and thus points to a genetic 
predisposition to resilience. Animal studies utilizing mice exposed to a more dominant 
“aggressor” mouse have revealed that more stress-resilient mice are not devoid of the effects of 
stress seen in less resilient mice, but that they exhibit an additional repertoire of changes that 
allow the mice to deal with stress, a type of gene expression “plasticity” (Patoine, 2014). In other 
words, more genes are expressed or changed in resilient mice as compared to less resilient mice. 
The primary neurobiological mechanism contributing to resilience in this study is a 
compensatory action within the brain that counterbalances dopamine neuron firing (Patoine, 
2014).   
Brain-derived neurotrophic factor (BDNF) has also been identified as a potential 
biomarker of stress resilience and vulnerability in rats. BDNF and its receptor are essential 
components of both formation and extinction of fear memories, which translates to stress 
resilience and vulnerability (Sweeten et al., 2020). Study animals considered resilient had higher 
levels of BDNF compared to vulnerable rats. BDNF has also been implicated in sleep changes in 
humans due to stress; specifically, serum levels of BDNF were found to be lower in patients 
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reporting higher perceived stress in tandem with insomnia when compared to patients reporting 
less stress and no insomnia (Sweeten et al., 2020).     
Scientists have linked a number of human genes to resilience. In addition, they have 
discovered resilience-associated differences in hormone and neurotransmitter levels and neural 
reward and fear circuitry in the brain, as well as developmental effects related to early childhood 
stress that can help account for resilience—or the lack thereof—later in life (Wu et al., 2013). 
Researchers argue that a neurobiological explanation for resilience will lead to pharmacological 
intervention options for patients, to be utilized alongside behavioral therapies. 
Research on a genetic link to resilience includes integrated studies of epigenetic 
(modification of gene expression) factors, developmental factors, and psychological factors 
ranging from personality or character traits to social reactions to stress to cognitive processes. 
For example, Wu et al. (2013) pinpointed several key genetic considerations for further study, 
each of which is activated or expressed at higher levels in resilient patients: neuropeptide Y, 
which garners protective responses to stress; the hypothalamic pituitary adrenal axis, which 
includes glands that play key roles in stress responses; the noradrenergic and dopaminergic 
systems, which are involved in reward, learning, and memory; the serotonergic system, which 
helps regulate sleep, appetite, and thinking; and BDNF, mentioned previously, which is related 
to learning and memory. Neurochemical and neural pathways within the fear and reward systems 
also represent possible targets for intervention. Put more simply, vulnerability is strongly related 
to fear circuitry, including activity within the amygdala and hippocampus, while resilience is 
associated with enhanced functioning of reward circuitry (Wu et al., 2013). Genetic research thus 
far suggests the importance of humor, social support, optimism, cognitive reappraisal, exercise, 
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and prosocial behaviors in fostering resilience. As one example, Simeon et al. (2007) showed a 
correlation between superior cognitive performance under stress and enhanced resilience.   
Other studies aim to identify specific psychosocial aspects of resilience, which often 
delineate resilience as a form of adjustment or overall well-being. A large-scale sampling-based 
study examining caregiver resilience in palliative care sought to identify factors that help 
caregivers provide end-of-life care to their loved ones; this study considered both environmental 
and internal influences on resilience (Limardi et al., 2015). This work also assumed that 
resilience was both a trait and a process, and it found that some of the variables that impact 
caregiver resilience include socio-demographics as well as perceived social support, self-
efficacy, empathy, attribution of meaning to their role as caregivers and the nature of the care 
setting itself (Limardi et al., 2015). Data collection was performed via questionnaires, which is 
similar in methodology to another study done with cancer patients, which identified resilience as 
a concept that includes optimism and mastery (Gallagher et al., 2019). 
Internal and environmental influences on resilience are also seen in studies outside of a 
caregiving setting. Simeon et al. (2007) found a positive correlation between resilience and 
extraversion. Within this study, risk-taking was also a factor in increased resilience: individuals 
who seek out healthy ways to take risks and seek rewards demonstrate better adaptation to 
adversity than people who typically avoid risks. Aside from extraversion and risk-taking 
behavior, age also may play a role in resilience. One study looking at resilience in older adults 
showed that resilience may vary according to life stages, correlating with both developmental 
stages and life circumstances (Bolton et al., 2016). For older adults in particular, three key 
protective factors contributing to resilience were external connections, meaningfulness, and 
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independence (Bolton et al., 2016). Thus, resilience seems to be a dynamic, multifaceted 
construct related to age, personality, environmental circumstances, and genetics.  
Many psychosocial resilience studies also focus on the connection between resilience and 
post-traumatic growth. According to the metatheory of resilience and resiliency, one aspect of 
resilience is a drive to be altruistic, to give back to society in some way (Richardson, 2002); this 
may include modeling resilience for others. One study, utilizing caregivers of terminal cancer 
patients at the end of life, again pointed to resilience as “a dynamic process of positive 
adaptation” (Lee et al., 2016) that sets the stage for recovery after a traumatic stress. This study 
also identified self-efficacy, optimism, and adaptability as synonymous with resilience, as was 
the ability to reevaluate circumstances and ultimately come to acceptance of change after the 
adverse experience was over, which aligns with the metatheory’s emphasis on reintegration, 
learning, and adaptation rather than a return to homeostasis (Richardson, 2002). Social support, 
degree of family function, connection to others and self-esteem are also pinpointed as protective 
factors that allow for post-traumatic growth (Lee et al., 2016). Still other studies call attention to 
the fact that socioeconomic status, level of education, age, and existing mood issues impact both 
resilience and post-loss growth (Liu et al., 2017). 
Relevance to cancer population 
The literature reveals that there is still a major focus on attempting to distinguish 
resilience from other concepts, in particular coping strategies, which has important implications 
for those experiencing health-related adversity. In addition, there is a scarcity of research on the 
dynamic nature of the psychosocial factors that actually contribute to and sustain state/trait 
resilience, and there appears to be little progress towards designing potential interventions that 
could help one foster behaviorally-based resilience.   
11 
Within the study which developed the RQA, researchers found that two of the three 
resilience factors, sense of mastery and sense of relatedness, were lower for a group of 
participants who were experiencing health-related distress (Alonso-Tapia et al., 2017). The 
limitations revealed by this study included a statement about the potential differences in 
resilience factors among individuals experiencing different types of health-related stress, too; for 
example, those dealing with HIV demonstrated different resilience factors than those facing 
cancer (Alonso-Tapia et al., 2017). Authors of the study acknowledge that more research needs 
to be done with specific health-related populations.    
Breast cancer patients were the target population in a study on resilience conducted in 
China. This study (Zhang et al., 2018) identified factors such as hope for rehabilitation, 
hardiness, confidence in the situation, optimistic attitude about the disease, gratitude to 
supportive people, and mastery of life. Researchers conducting this study define resilience as the 
capacity to maintain healthy physical and mental states in the midst of severe stress; thus, 
resilience once again emerges as an interactive, dynamic construct focusing on protective factors 
and positive adaptation. Separate but similar studies have also pointed to promotion of individual 
resilience by training; in one case, implementation of a laughter intervention to decrease stress 
(Jiang et al., 2019). 
Recent research on resilience in cancer patients has focused on individuals’ beliefs of 
control. Authors of one study acknowledge that such research had, until very recently, been 
largely non-existent in cancer patients, and because beliefs of control are nearly always 
challenged and threatened by a cancer diagnosis, how one copes with uncertainty is a rich focus 
for study (Diehl & Hay, 2013). Diehl and Hay’s (2013) research pointed to the importance of 
self-concept when coping with stress, particularly within a cancer patient population. 
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Specifically, incoherence of self-concept was a risk factor, while having a coherent, integrated 
self-representation was a beneficial resource for mounting an effective stress response. Self-
representation thus plays a major role: those with a more integrated self-concept tended to be 
more adaptive and thus resilient, whereas individuals who had a more compartmentalized sense 
of self responded to stress in maladaptive ways (Diehl & Hay, 2013). Arguing that personality is 
a dynamic construct that changes over the course of one’s lifespan, these researchers highlight 
that there is thus significant intraindividual variability among individuals coping with cancer and 
other chronic illnesses (Diehl & Hay, 2013). 
Overall, with respect to illness-related resilience, there is a lack of personal narrative 
research attempting to identify commonalities between individual experiences of resilience. 
Instead, chronic health condition-focused studies are weighted heavily towards empirical data 
derived from standardized surveys such as the Life-Orientation Test-Revised (which measures 
optimism), the Mastery Scale, the previously mentioned resiliency scales, and the Caregiver 
Reaction Assessment—and most of these studies have looked primarily at family members and 
caregivers of patients rather than the patients themselves (Gallagher et al., 2019; Hwang et al., 
2018). Thus, while there are numerous studies focused primarily on coping skills for caregivers 
and patients, there appears to be a dearth of qualitative research looking specifically at resilience 
in cancer patients themselves—especially studies that are not specific to a certain type of cancer 
or prognosis.   
The current research study proposed to fill in some of the gaps in resilience research as 
well as add to the existing knowledge base. Cancer patients represent a distinct population of 
persons who face adversity in the form of trauma, loss, identity transition, physical 
transformation, exacerbation of existing mental health difficulties or the emergence of new ones, 
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and existential crises, often no matter the prognosis or type of cancer. The primary contribution 
of this research was a more personalized look at how patients with a variety of cancer types and 
at various stages of treatment describe, embody, and foster resilience. The individual, specific 
and subjective experiences of resilience may collectively lead to a better overall understanding of 
the concept of resilience itself. Further, by determining the unique protective factors that 
contribute to resilience in cancer patients, and by looking at resilience as a personal and 
potentially dynamic process, more effective and individualized therapeutic approaches to 
alleviating distress—for many different populations, not just cancer patients—may be derived.   
For therapy, research is sparse and offers only general guidelines when it comes to 
resilience. The metatheory of resilience posits that therapists need to understand how to access 
motivation and help patients grow through adversity, as the capacity is within all individuals to 
transform and change (Richardson, 2002). For each patient, sources of the energy leading to 
change may be external, a peace created within oneself (as in Eastern medicine), or a belief in 
god or a creative force (Richardson, 2002). Resiliency-based therapy focuses on tapping into a 
patient’s innate resilience and recognizes the patient’s need to feel a sense of self-esteem, self-
worth, freedom, order, and purpose or meaning in life (Richardson, 2002). Groups already exist 
that specifically promote teaching resilience as a means of facing chronic pain or illness, such as 
Heroes’ Circle/Kids Kicking Cancer, a foundation which promotes meditation, breathing, and 
martial arts as therapy for cancer (personal reference). Questionnaires and rating scales such as 
the Connor-Davidson Resilience Scale (CD-RISC) can offer glimpses into a patient’s current 
coping style, and the field of positive psychology aims to promote exercises to increase tools for 
resilience. Fostering resilience through therapy seems to be an area ripe for further study. 
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In summary, resilience research continues to be an emerging field, particularly within the 
realm of health-related adversity, with considerable focus on identifying potential psychological 
interventions—including those aimed at treating the resulting mental health conditions which 
commonly arise from such adversity. The capacity to increase psychological resilience holds 
significant potential from a therapeutic standpoint, in that doing so could reduce mental distress 
outcomes such as depression, anxiety, and PTSD and, in turn, increase overall functioning, 
efficacy and quality of life. As Simeon et al. (2007) relate, resilience is not the opposite of 
psychopathology or vulnerability. Rather, mature defenses that exemplify resilience include 
sublimation, humor, anticipation, and suppression, which may comprise a model of positive 
mental health and predict psychological well-being (Simeon et al., 2007). The take-home 
message for any study of resilience is that determinants of resilience may be influenced by 
neurobiological, genetic, temperamental and environmental factors.   
Methods 
Study Design 
This research study was qualitative, specifically phenomenological in design. The 
researcher’s doctoral paper chair, who is familiar with psychosocial oncology and qualitative 
research, served as auditor for the study. 
Setting 
Subjects were recruited solely from a large metropolitan medical center which offers 
comprehensive cancer services including prevention, screening, diagnosis, and treatment. 
Recruitment was based on this one location due to the COVID-19 pandemic starting just as 




 Patients who had received a diagnosis of cancer, past or current, and who were part of a 
monthly support group of which the author/researcher was co-facilitator, were informed of this 
study. A target sample size of between five and eight participants was considered sufficient to 
adequately address the phenomenon being studied.   
Inclusion criteria included: 1) a past or current diagnosis of any type of cancer; 2) 
expressed interest in the research topic of resilience, and motivation to participate; 3) English 
speaking; 4) a minimum of 18 years of age; 5) ability to commit to an in-person, televideo, or 
telephone interview session either at the large metropolitan medical center or from the 
participant’s home. 
Participants 
 Demographic information is outlined in Table 1. Of the nine total participants, seven 
were female and two were male. Ages ranged from 50 to 72, with a mean of 63 years old. Eight 
of nine participants were married; one was widowed. Seven had biological children and/or 
stepchildren. Seven participants identified as Caucasian; one identified as Caucasian/Native 
American; and one identified as Latinx. All participants had completed at least a high school 
education. Six total participants were retired; of these, one was retired involuntarily due to 
disability/injury. Participants were between nine months and just over five years out from date of 







Demographic characteristics of study participants 
          Average             Range 
Age               63          50 to 72 
Time since diagnosis        3.5 years    9 months to 5.5 years 
      n        %  
Currently undergoing treatment  6  67 
  (incl. chemotherapy, radiation,  
        and/or hormone therapy) 
Gender  
   Female     7  78    
   Male      2  22    
Race/ethnicity 
   Caucasian     7  78 
   Caucasian/Native American  1  11 
   Latinx     1  11 
Marital status 
  Married/partnered    8  89  
  Widowed/divorced/separated  1  11 
Have children/stepchildren   7  78  
Highest educational level completed 
  High school     1  11 
  Some college/associate degree  1  11 
  Undergraduate degree   2  22 
  Master’s degree    4  44 
  Doctorate degree    1  11 
Employment 
  Employed full-time    2  22 
  Retired (voluntary/involuntary)  6  67 








The author/researcher was co-facilitator of the cancer support group from which 
participants were drawn. The primary facilitator of the support group, a licensed clinical 
oncology social worker within the major medical center which hosted the support group, was 
informed of the study details and assisted in recruitment of research participants for the study. 
See Appendix B for the recruitment flyer. Potential participants were provided with the purpose 
of the study and a verbal explanation of what the study entailed, and then interested participants 
provided the researcher with their contact information. Participants were then offered a written 
consent form. The primary group facilitator assisted with the consent process by either obtaining 
consent form signatures in person or via email and then forwarding these to the researcher. This 
step was often necessary due to the gradual and then complete shutdown of the medical facility 
as the pandemic worsened. Participants were offered the researcher’s contact information so that 
they could ask any questions about the study. The pandemic necessitated that all interviews be 
conducted via televideo or telephone rather than in person. Participants were emailed the list of 
questions to be asked (see Appendix A) prior to the scheduled interview session. 
 Interviews consisted of a recorded televideo or telephone session lasting no longer than 
two hours. The interviews were semi-structured in nature. Participants were offered a follow-up 
interview if they felt they had more to add after the initial interview; one participant engaged in a 
second interview session with the researcher. All participants were offered a copy of this paper 
as well as a discussion of results. 
Analysis 
 A qualitative approach was used as the overall framework for this study. Specifically, 
methodology drew from a phenomenological practice. A phenomenological study seeks to 
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articulate a common meaning for several individuals of their lived experiences of a concept or 
phenomenon (Creswell, 2013). Phenomenology as a research approach is rooted in philosopher 
Edmund Husserl’s (and others’) attempts to “rehumanize” psychology by promoting first-person 
experience within original research (Wertz, 2005). Such a movement was greatly expanded by 
Amadeo Giorgi in the 1960s; Giorgi packaged phenomenology as a systematic, intersubjective 
focus on human structures of meaning, including a sense of the whole, which is then broken 
down into meaning units, which are then reflected upon to arrive at synthesized reflections 
(Wertz, 2005). As with many qualitative approaches, it is essential that researchers account for 
any blind spots and biases. Osborne (1994) describes a process of phenomenological reduction, 
during which one continually identifies and assesses one’s presuppositions about the nature of a 
phenomenon in an attempt to filter through such assumptions and see a phenomenon as it 
actually is. While a reduction to a pure understanding is not possible, it is the process of 
interpreting and communicating awareness of presuppositions in a way that becomes meaningful 
to both subject(s) and researcher(s) (Osborne, 1994). 
The phenomenological nature of this study focused on the lived individual experiences of 
persons with cancer who have experienced the phenomenon of resilience. In particular, how they 
experience resilience is key—in other words, their own subjective definition of resilience 
allowed the researcher to arrive at overarching themes common to participants’ experience of 
resilience. Essential themes and meanings derived from the participants’ responses were then 
merged to describe the phenomenon of resilience in cancer patients. See Appendix A for the list 
of questions asked of each participant. 
Data analysis consisted of the researcher first transcribing each interview. Each 
participant was deidentified on the written transcript document by assigning a unique code 
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number. The researcher then read over each transcript and began the process of identifying 
themes specific to resilience across all nine interviews. A list of common themes was compiled, 
and then the auditor was forwarded transcripts, from which she independently audited the list. 
The researcher then extracted five major, overarching themes from the original compilation. This 
list was forwarded to the auditor, and the final list of themes was agreed upon by researcher and 
auditor. 
Data monitoring 
 Participants’ name, phone number, email address, and demographic information (see 
Table 1) were obtained. Participants’ identifying information was stored on a password-protected 
computer; unique codes assigned for the purposes of transcribing were also stored on this 
computer. Audio recordings of televideo or telephone sessions were utilized for transcribing 
interviews and then destroyed/deleted once a written transcript was completed. At the 
completion of the study, all identifying information and transcriptions were deleted, as were all 
paper copies of consent forms. 
Results 
 While each participant was asked what the term “resilience” meant to them, this 
phenomenological study strived to identify the commonalities among the actions and mindsets of 
the participants in order to offer an overall picture of resilience. Nearly every participant defined 
resilience as the ability to “bounce back” in some form, but it was the common threads of 
meaning that emerged from each participant’s experience with cancer that form the basis for 





 Five primary domains, or overarching themes, of resilience emerged from the interviews 
and were represented in some form by each participant: staying true to oneself; balancing a sense 
of control with letting go; allowing for and learning from the “negatives;” asking for and 
receiving support from others; and giving back to others. 
Staying true to oneself 
Staying true to oneself emerged as a prominent theme for each participant, and key 
aspects of this theme were: perseverance; learning more about the self; and maintaining a feeling 
of efficacy—all of which allowed participants to more effectively filter through an often 
overwhelming amount of new information presented by cancer.  
Many participants reported that humor played a significant role in preserving their sense 
of self as they dealt with cancer. As one participant put it, “Humor to me is a kind of way to deal 
with bad news, to deal with circumstances that are challenging.” Taking things one step at a time 
was also a common undercurrent for participants. One participant said, “I put my head down and 
did the work that I needed to do.” Another stated, “I figured out all I had to do was get through it. 
And that’s pretty much been my guidepost for almost everything that’s occurred in my life.” 
Staying true to themselves and keeping experiences “personal” often affirmed or 
positively shifted participants’ sense of identity and consequently allowed participants to more 
effectively deal with the challenges of cancer. One participant put it this way: “It’s [cancer] part 
of who I am; it’s part of what my genes gave me. It’s helpful for me to talk about it still, putting 
it into perspective and reminding me of everything it gave me.” Another said, 
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Cancer clearly gave me: “You’re fine. Just be whatever it is you are.” This is part of who 
I am, and that’s, you know, a good place to be. . . . If I hadn’t been who I was, I don’t 
know how I would’ve gotten through it. . . . Be true to yourself—what works for you, not 
what works for somebody else.  
 
Decision-making, in particular, was often described by participants as being heavily influenced 
by maintaining a sense of self: 
 
When I went out of character, I’m thinking that’s when I ended up with the most issues or 
problems. . . . When I was scared, I felt like I was letting other people make decisions for 
me—that’s when I got negative.  
 
Participants consistently described their cancer journeys as personal and unique, and reported 
that staying in touch with their true selves and individual needs contributed to resilience. As one 
participant stated, “You need to say, ‘this is the support that I need.’ . . . Don’t let anybody tell 
you what you need to think, or feel, or be. You can seek support, but keep it yours. Keep it—it’s 
your journey.”  
Balancing a sense of control with letting go 
Along with maintaining one’s sense of self, feeling capable and in control—but also 
being able to accept the many things that cancer dictated were outside of their control—was 
described by participants as leading to new insights about themselves and how they could best 
face cancer’s challenges. Thus, somewhat paradoxically, “letting go” was described as a 
prominent aspect of control. One participant described it this way: “I had the attitude that I 
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would do what was in my control, and leave the rest. . . kind of that old, you know, try and let go 
of what you can’t do anything with.” Another participant spoke to the compartmentalization of 
things within and outside of one’s control: “If you can’t change it, then at some point you have to 
set it aside for a while, while you do something else.” 
Knowledge not only positively affected overall well-being but also provided the means to 
filter through what one could change and what one could not. In turn, learning about the balance 
between control and letting go led to new insights, as one participant stated: 
 
I realized that some of those [other] things weren’t important. I think taking care of 
myself became more important. So I think the way I ended up dealing with some of those 
struggles was learning to take care of myself. . . I think that was my biggest struggle, was 
learning how to let go. I really feel like the cancer was a blessing for me. Because it got 
me over the hump of feeling like I needed to be in control of everything. And that I had to 
do everything a certain way for it to be ok. 
 
Another participant remarked on the importance of knowledge in making choices about what 
was actually in their control, saying, “I needed as much information as possible. . . I actually just 
needed this for me. And it would help me make better decisions.” The participant went on to 
explain this theme further:  
 
Control isn’t about stacking the deck. The control is about knowing that the deck is 
stacked. I think it’s the knowledge, maybe not the control piece, but it’s just the 
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knowledge. . . . If I know how the deck is stacked, then I can deal with that. [And] there’s 
some stuff I can’t do anything about.  
 
A feeling of control often came from unexpected sources. Speaking about radiation technologists 
during a treatment, the same participant stated: 
 
Almost every single time that I went in for a treatment, they would say to me, “Well, 
you’re in control of that; you’re in control” . . . and I noticed that, and it was powerful to 
me. . . . That was the most out of control that I ever was, but I felt the most comfortable 
with them, and the only thing that I could attribute that to was that they said, almost 
every single day, they used the words, “You’re in control.” 
 
Such a balance between control and acceptance often allowed for a renewed focus and a 
return of the autonomy that cancer can often strip away. One participant stated that their response 
to cancer was: “Things happen, you overcome it, and you decide—you’re the person that decides 
what you do about it.” Adherence to some modicum of routine, or “normalcy,” no matter how 
small, also allowed for agency and purpose, as well as incentive to keep going. As one 
participant put it: “Still being able to work made me feel normal still. I still had a purpose.” 
Another said: 
 
I have some friends who are really close, and. . . we did the things that we’ve done all 
along. I think it was real important you know, with the diagnosis, just to keep doing as 
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much that I used to do, just keep doing that. I kept up with most of what I did [before 
cancer]. 
 
Realizing that not everything was in one’s control often allowed for less self-blame and 
more choice. Similarly, many participants described perspective and choice as still possible and 
desirable, especially when coming to terms with the physical and mental challenges of cancer. 
For example, one participant stated: 
 
I really think that this experience gave me a different perspective to be able to say, you 
know, some things just are. Some things are just gonna be. And so, I can choose to love 
the rest of me, right? Instead of hate everything about me because I got myself sick.  
 
Choice allowed one to better decide how best to respond to adversity in a more general sense as 
well, not just when faced with cancer. One participant stated, “We all have a choice of whether 
our situations overwhelm us or to accept it and do our best to work it out.” However, it was often 
cancer specifically that brought to light the power of both choice and acceptance. One participant 
stated, “I couldn’t change the diagnosis. But I could change how I was going to react 
afterwards.”   
Within the concept of balancing control and letting go, many participants pointed to the 
importance of having an overall larger context from which to acknowledge and accept the 
realities of cancer.   
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I would say that if you have a framework, some kind of a belief system, that will allow 
you to accept the situation and give you some insight and also some help to weather this. 
I think some kind of framework, whether it’s psychological, spiritual, whatever.    
 
Another participant put it even more succinctly: “I really think having some sort of foundation 
bigger than yourself is really key.”  
Allowing for and learning from “negative” aspects 
 In addition to striving for a balance between control and acceptance within the 
unpredictable context of cancer, resilience for these participants also encompassed the capacity 
to “let in” the fearful and negative experiences presented by cancer—which often also led to new 
insights. Many expressed an overall sense that their body had failed them, that they struggled 
with how cancer could have happened to them. Unwanted emotions such as guilt, anger, panic, 
fear, pity, and doubt were expressed by nearly all participants at some point during their cancer 
journey. Participants universally referred to letting such “negative” emotions happen as a 
learning and necessary experience.  
Part of learning often meant grieving the loss of an anticipated future and experiencing 
the emotions that accompany such loss. Loss was a common undercurrent among participants, as 
exemplified by the statement, “It’s ok to freak out. And if you’re feeling lost, you know, all of 
those negative emotions: go with it.” The same participant acknowledged their own loss by 
saying, “I knew that I needed to do grieving. . . the grieving’s got to happen.” As another 
participant stated, it is important to experience the emotions so that one can move on: “You cry 
when you gotta cry. But don’t stay there.” One participant noted the importance of putting 
negative feelings in perspective in order to move forward from loss: 
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Getting over feelings of guilt and then going from there, [with] less dragging that guilt 
around with you. [Resilience means] not anticipating the future based on what’s 
happening right now. In other words, if things are bad right now, like I was just 
diagnosed with cancer, that doesn’t mean that that’s a sentence for the future.  
 
Another participant remarked: 
 
I’m able to sit and bemoan everything that’s happened. I’m able to sit and be angry and 
upset, and really have all of these negative things, throughout a piece of my day, but I’m 
able to switch gears. And say, “Ok; how can I work on this?”—whatever it is.  
 
 Allowing oneself to be vulnerable, to make mistakes, and to then practice self-
compassion were other aspects mentioned by several participants as outgrowths of experiencing 
the inevitable “negative” emotions. While cancer, in particular, can diminish one’s sense of 
autonomy, one participant warned against trying to do everything “right” in their fight against 
the disease. Resilience, from this perspective, does not necessarily equal success: 
 
Part of being resilient is being vulnerable. And not just fighting. . . part of it is accepting 
that you’re human. Otherwise, you’re just kind of pushing things away and not dealing 
with them. I think that’s part of being resilient, is making mistakes or being vulnerable 
and still, you know, going through what you’re going through. And being ok with it. . . . 
Resilience can be messy. 
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Asking for and receiving support from others 
 Resilience as a collective, rather than strictly an individual, quality emerged as a theme; 
specifically, being able to request and accept assistance from others—and importantly, protect 
oneself from unhelpful offers, as well—was a major component of navigating cancer’s 
challenges.  
Participants consistently mentioned the importance of support from others; in addition to 
family and friends, participants identified nurses, doctors, radiation technologists, nutritionists, 
therapists, and support groups—“people who get it”—as important sources of support. Some 
participants also mentioned receiving encouragement from a belief in God, that strength and 
confidence came through prayer and a shared experience with other believers.  
Overcoming feelings of helplessness was identified as a key aspect of support from 
others. One participant described a sense of camaraderie with fellow cancer patients at a 
treatment facility: “Hearing stories like that from successful survivors really helped me deal with 
these ‘why me; poor me’ that would come up sometimes.” Common refrains among participants 
were, “To survive well, we must do it together” and “You can’t do it alone.” However, asking 
for and accepting help sometimes did not come easily. As one participant stated: 
 
The one thing I learned is to reach out to other people and have them tell me when I 
needed it. I never learned that before. When I didn’t have a choice anymore . . . I kind of 
thought, ”Oh, you can ask, and people can tell you yes or no, or they can offer something 
else.” It’s ok!   
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Support groups, perhaps not surprisingly within this group of participants, were identified 
as a major aspect of connection and encouragement from others.  
 
It’s a safe place to talk about things that are going on, or that have gone on. I think for 
me, [it’s] talking to people and saying, “We’ve been through it too, and we understand.” 
And people did that for me [too].  
 
Another participant recalled, “By the time I got cancer, I was learning that it was ok to be 
vulnerable. . . . [It] made it a lot easier for me to share where I was—like really honest where I 
was with people.” 
 Along with this connection with others, many participants recognized a need to “avoid” 
or filter out unhelpful people, particularly people who were giving unasked for advice or not 
attuning to the participants’ needs.   
 
You may have friends and acquaintances that will treat you like a disease, like you’re [a] 
disease rather than a person, because they fear it. And that’s understandable. Release 
yourself from your judgments, from others’, that you can, and treat yourself well. 
 
Similarly, other participants stated, “You kind of figured out what you needed, and who you 
could get that from” and, “I learned that it was ok for me not to talk to people, if I didn’t want to, 
and just really take care of myself.” 
Giving back to others 
Altruism—specifically in the form of getting outside of one’s self-focus on recovery to 
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offer help to others—emerged as a major theme of resilience for the participants. Regardless of 
disease prognosis or stage of recovery, gratitude, a desire to “give back,” and a change in overall 
perspective were prominent for participants, pointing to the broader concept of post-traumatic 
growth. As one participant stated, “I see the world differently because of what’s happened to 
me.” Some participants stated that cancer revealed strength and clarity for how they approached 
both current relationships and future challenges. As one put it: 
 
I thank God for my cancer because of the changes that it’s given me that I didn’t know 
that I needed and wanted. I wouldn’t take it away for the world right now. . . . And my 
cancer has helped my relationship with my kids; it’s definitely helping my relationship 
with my [spouse].  
  
Giving back to others also meant expanding the scope of altruism outside of one’s 
immediate social circle to the larger cancer community. Additionally, giving back allowed for a 
renewed sense of faith in humanity. One participant reflected on this idea, stating that giving to 
others was a significant part of their overall resilience by assisting cancer patients they did not 
know: 
 
Being able to give back and help was super helpful for me. I really do believe it [cancer] 
was a blessing in disguise. I met some of the most amazing people. I got to see so much 
good in people. . . . When people that I don’t know reach out to me, just for, to talk to 
somebody, and to get my story—that’s been really helpful, too. 
 
30 
Many mentioned how important it was to offer assistance to others, whether fellow cancer 
survivors or not. One participant reflected on the gift of hope: 
 
People need hope more than anything. And relying on other people sometimes is the way 
to get that hope, if you’ve lost it for yourself. I’d say to [others], “How about you borrow 
some of my hope, until you’re strong enough to have hope for yourself?”  
 
The support group was an essential aspect of participants’ desire to give back and offer 
hope to others. One participant described the group: “It’s almost necessary for me now. Both the 
giving and the getting piece.” The group was discussed by participants as a unique way to realize 
the potential for post-traumatic growth, and the experience of wanting to give as much as receive 
was felt early on in one’s cancer journey. As one participant described: 
 
I think even at the first support group that I went to, where I could barely speak because I 
was crying so much, I came away from that going, “Wow. I want to be that for 
somebody else, when they’re in my shoes.” It was just so powerful to go into this room 
where you know nobody and still be so connected to them.      
 
Another participant described their support group experience this way: 
 
That group of people had something in their hearts that they still wanted to give to other 
people, and by my second meeting, I said, I want to be one of those people that can come 
over and say to the new people: “We’re here.”  
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Some participants also expressed finding more meaning or purpose in their lives and/or 
their work. As one participant put it: “It gave me a lot more meaning in my work. And that 
makes me more confident that I can get through other hard things.” Aside from working, 
parenting was identified as an avenue for finding purpose as well as exemplifying the benefits of 
resilience for others. One participant said, 
 
I’m almost more grateful for challenges, because I get to have those challenges. I think 
[being] a parent. . . just makes me really want to try to model more self-compassion 
and—the resilience piece—that things can be hard; they can be messy and hard, but you 
get through it.       
 
More broadly, post-traumatic reflection often led to a strengthened resolve to pay it forward, to 
use one’s experience with cancer as a vehicle to engage with and assist others who are facing 
challenges. One participant put it this way: “I’ve always wanted to help more than to be helped. . 
. . Because once you’ve been helped, you want to be available to help others.”  
A renewed sense of identity and gratitude for their experience was expressed by more 
than one participant, again returning to the concept that cancer itself was an unexpected source of 
resilience. As one participant said: “I have some newness to me, that I didn’t have before. . . . 
I’ve made changes in my outlook on a lot of things. . . it goes back, I think to. . . just being ok 
with yourself.” Another participant stated, “I truly believe that everything that’s happened to me 
makes me who I am now, and I think I’m more in touch with that because of cancer. . . . And 





 When embarking on any qualitative research study, it is important to examine and 
disclose biases, blind spots and assumptions. For nearly a year before developing this study, I 
had been co-facilitating the cancer support group from which the participants were drawn, as part 
of my doctoral training. I had a strong interest in health psychology, specifically psychosocial 
oncology, upon beginning my training, and working with cancer survivors was of particular 
salience to me. Although this study focused on the patients themselves, having had a personal 
experience as a caregiver to someone with cancer, I was interested in the factors that allow both 
the patient and their caregivers to navigate the completely foreign and frightening landscape that 
cancer diagnosis and treatment represents—in other words, everything that resilience embodies.  
Facing mortality is one of the “boundary situations” eloquently described by Irvin Yalom 
(1980) in his writings about existential therapy, something that I utilize in my own budding 
career as a therapist. Boundary situations are those times in life that make us stop and recognize 
our aloneness and the inescapable fact that we will someday die. Hill et al. (2017) found that 
meaning in life is expressed as a concern by approximately 20-33% of patients in therapy. So 
how, then, does one face a life-threatening illness—a clear boundary situation if there ever was 
one—and manage all of the unknowns and stress? And what are the factors that contribute to 
being able to handle this? 
Psychosocial oncology encompasses all of the psychological, behavioral, emotional and 
social factors that arise for cancer patients and caregivers, and attention to each of these aspects 
forges a path towards how we can best help others grapple with something we ourselves maybe 
have not yet faced, or have thus far only seen from the outside. A blind spot/assumption for me 
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was that I embarked on this project thinking about resilience as the “successful” navigation of 
each of these factors during a cancer experience. What I found was that resilience often travels a 
very personal path in which success is neither easily defined—nor maybe even relevant. Dealing 
with the unimaginable takes into account a multitude of factors, of which resilience may simply 
represent an umbrella term or idea. 
The themes identified point to the importance of making the journey your own; there is 
no ‘one size fits all.’ However, while it is personal, resilience is not a solitary journey but rather 
a collective endeavor. Acceptance of unknowns and things that cannot be changed is key. From a 
therapeutic standpoint, it may be important to focus on the here and now as well as the larger, 
more existential concerns—the “how” of getting through, aside from the physical changes and 
ambiguous loss that are among the inevitable facets of cancer. 
 Definitions of resilience continue to be challenging to land on. Participants repeatedly 
emphasized that resilience does not mean that cancer is successfully defeated, that even patients 
who succumb to their cancer are resilient. Resilience seems to have much more to do with 
perseverance than with success. As one participant put it: “It’s more than not quitting. . .[but] if 
that’s all you can do is don’t quit, that’s enough.” Another stated, “Resilience does not 
necessarily mean successful. It’s not an all or none thing.” One remarkable metaphor for 
resilience came from a participant who described it this way:  
 
Resilience, to me, is like a rubber band. You can put pressure on a rubber band and 
stretch it out. And resilience is that ability to go back and get to a place where there’s no 
pressure; it’s relaxed. You can’t put too much pressure on it, and in that case it’ll break. I 
think also that resilience is the ability to get back to where you started, as close to that 
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shape as you can. But even with resilience, if you keep stretching it, it’s gonna lose some 
of its original shape. It’s gonna change. . . . I think that my shape changes, continuously, 
with every pressure that’s put on it.  
 
In this case, then, the rubber band that is resilience cannot go back to the same exact shape that it 
was before; it is irreversibly changed. And maybe that’s the point. 
Contributions of this study to existing research 
 The current study confirmed much of the existing research with respect to resilience, but 
it also offered some significant new insights and potential avenues for further research. For 
example, one similarity to previous research was identifying a sense of control, often labeled as a 
sense of “mastery” in previous studies (Alonso-Tapia et al., 2017; Gallagher et al., 2019). 
Control was also previously identified by Diehl & Hay’s 2013 research with cancer patients. 
However, the current study was somewhat unique in that it also highlighted the capacity to let go 
and/or accept the things one cannot change or control as a key aspect of resilience. Maintaining 
that balance between control and acceptance was identified by nearly every participant within the 
current study. 
Also similar to previous research, connection or relatedness with others emerged as 
important for resilience, and the current participants’ cancer support group experiences 
potentially bolstered a sense of relatedness that was found to be lacking in Alonso-Tapia et al.’s 
2017 study of those experiencing health-related stressors. Participants in the current study also 
emphasized self-protection in the form of refraining from engagement with those who are 
perhaps not helpful (or even harmful) in times of stress. Thus, while being able to reach out to 
others for help when needed likely contributes to resilience, self-care in the form of advocating 
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for one’s own needs also seems to include a healthy avoidance of potentially harmful or 
unhelpful relationships, particularly when others offer “advice” for how to deal with cancer. 
Regulation of emotions in response to adversity was previously noted as a key aspect of 
resilience (Alonso-Tapia et al., 2017), and respondents within this study corroborated this 
concept. It may be argued that the current study takes this idea a step further, in that participants 
highlighted the experiencing of negative emotions as a necessary component of being able to 
accept one’s situation and move forward. Along with this, previous genetic research (Simeon et 
al., 2007; Wu et al., 2013) into the importance of humor and cognitive reappraisal holds up well 
within the current study. 
Transformational change and gaining a different perspective are also concepts that fit 
well with previous research (Liu et al., 2017; Richardson, 2002), but this study would argue that 
resilience is less about “optimism,” as previous studies identified (Gallagher et al., 2019), and 
more about acceptance of the realities of one’s situation. Perhaps this acceptance encompasses 
the “realism” factor within positive psychology, as per Seligman & Csikszentmihalyi (2000). 
Additionally, while some previous research (Alonso-Tapia et al., 2017) defined resilience as 
“successfully navigating adversity,” the participants in this study clearly argue that resilience has 
little to do with actual “success” when it comes to fighting cancer. Participants within the current 
study did identify one aspect of navigating the adversity presented by cancer as a desire to give 
back, a form of transformation and post-traumatic growth that aligns well with Richardson’s 
(2002) research.  
The current study also pointed to choice as an element of resilience, similar to 
Richardson’s (2002) reintegration theory and to the concept of self-efficacy identified in other 
studies (Lee et al., 2016; Limardi et al., 2015). Meaningfulness as a component of resilience in 
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older adults (Bolton et al., 2016) also emerged from the current study, in that growth, self-
understanding, and purpose were often the predominant features of cancer recovery (similar to 
Richardson’s 2002 study). Self-understanding also relates well to Diehl & Hay’s 2013 research 
identifying a cohesive sense of self as a resilience factor, although the current study reinforces 
the idea that it is conscious adherence to one’s sense of self that actually leads to resilience. 
Strengths of this study 
 Participants were not limited to patients diagnosed with any specific type of cancer, nor 
were they required to be at a particular point of treatment or time period past initial diagnosis. 
Cancer diagnoses included breast, bowel, endocrine, urogenital, and head and neck. Participants 
were between less than one and just over five years beyond their date of diagnosis, and some 
were undergoing treatment at the time the study was conducted, ranging from active (e.g., 
chemotherapy) to more maintenance-type (e.g., hormone therapy) regimens. 
Limitations of this study 
 All study participants were from a somewhat homogeneous, relatively affluent population 
of patients, each of whom had access to health insurance and quality health care. This 
homogeneity may be largely attributed to, and representative of, the suburban community in 
which the medical center is located. In addition to having access to psychosocial support through 
this cancer center, each participant also had other forms of social support, namely spouses and/or 
children. Furthermore, primarily due to the COVID-19 pandemic, each participant was drawn 
from an existing, ongoing cancer support group at this same medical center where recruitment 
was conducted. Hence, participants’ views about the importance of support groups were 
inherently biased in this direction. Sampling from multiple sites and including a more diverse 
population, particularly with respect to racial/ethnic and socioeconomic status, could influence 
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the results of what constitutes resilience, as could sampling from a population with little to no 
access to health insurance or social support. 
Future research 
The limitations of this research point to the importance of subsequent studies including a 
more heterogeneous population, perhaps one with little to no access to such scaffolding as 
support groups. Additionally, the current study was conducted within a Western, individualistic 
culture, so consideration of cultural differences in definitions of resilience, for instance in a more 
collectivist-minded culture, is of great importance. However, we can conclude from this study 
that certain aspects of resilience are likely to be similar across a diverse population of cancer 
patients, because this study identified some resources more internal than external in nature 
(staying true to self, feeling in control, ability to let go, desire to give back/post-traumatic 
growth).   
 This study was also not geared towards assessment of resilience within a population of 
cancer patients with a certain prognosis of no recovery (i.e., at the palliative or hospice care 
stage). Cancer patients at the end stages of life could offer either similar or notably different 
viewpoints on what constitutes resilience. Future research may also benefit from furthering the 
findings within this study regarding definitions and the importance of “success.”   
 While the current study’s sample size was within the recommended guidelines for this 
type of qualitative research, the overall number of participants was small. It would be of interest 
to expand this research to include more variety in stage of disease, perceived level of social 
support, socioeconomic status, race/ethnicity, and other living circumstances—and perhaps to 
also incorporate a quantitative approach utilizing some of the resilience scales prevalent in 
previously referenced studies. Additionally, expanding the research to include potential 
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interventions based on findings would be of great value to propel resilience research towards a 
therapeutic realm. 
Conclusion 
 Resilience often seems to be an elusive concept, yet it is important to consider it as more 
than just an aspirational goal. This study and others indicate that there are commonalities to what 
resilience is, and that being resilient encompasses both universal and very personal features. 
Cancer, in particular, is a condition that parallels these aspects of resilience, in that there are 
certain common features, but each individual has their own unique journey, even among persons 
with the same or similar diagnosis and prognosis. While certain realities of a disease like cancer 
are inevitable, how one manages cancer is dependent on a multitude of factors—including 
genetic, environmental, psychological, social, and economic.  
Overall, resilience emerged as a dynamic process that includes a full experiencing of each 
of the following: emotion, one’s unique self/identity, control, lack of control, realism, connection 
with others, and altruism in some form. Rather than the aforementioned, very basic definition of 
resilience as the “absence of negative mental health” (McGowan, 2016), this study would argue 
that some “negative” mental health is necessary, that one never comes to any type of end point or 
complete “mastery,” particularly with a disease like cancer. 
Aspects of resilience that could potentially be promoted or taught, such as ways to 
cultivate further social connections, acceptance of change and loss, and altruism have significant 
implications for therapeutic intervention. Regardless of prognosis, fostering resilience by 
alleviating distress and enhancing a sense of agency could contribute to cancer patients’ quality 
of life—and viewing resilience as its own psychosocial factor could potentially improve 
treatment outcomes.   
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Questions for Participants 
1. Tell me about a time before you had cancer that you faced something difficult, and how 
you dealt with it. 
 
2. What do you feel was helpful or not helpful for you as you responded to the news of your 
cancer diagnosis and to your treatment? 
 
3. Thinking about how you responded to your cancer diagnosis and/or treatment, what 
similarities and/or differences can you identify when comparing this time to the difficult 
experience you told me about before? 
 
4. What is your understanding of “resilience”? What does that word or concept mean to 
you?  
 
5. Looking back to your diagnosis and/or treatment, what are some examples of how you 
feel you managed well? In other words, in what ways do you feel you demonstrated 
resilience? 
 
6. During this time, what were the main struggles for you, or things that you feel you did 
not manage well? How did you end up dealing with these struggles? 
 
7. What changes would you make, or how could you potentially have managed better than 
you did during this time? 
 
8. In what ways do you feel you react to new challenges differently or similarly as a result 
of your experience with cancer? 
 
9. What practical advice would you have for someone else about how to best face the 











The University of Denver’s Graduate School of Professional Psychology Center for 
Oncology Psychology Excellence (COPE) Clinic is conducting a research study on: 
Resilience Factors in Cancer Patients. The study will take place at xxxx Medical 
Center, or by telephone. 
If you have had a cancer diagnosis, you may qualify for a research study 
examining factors that contribute to resilience in cancer patients. Eligible 
participants will be asked to complete a 2-hour interview, either in person or by 
telephone. 
For more information, please email Lori Gardner at Lori.Gardner@xxxx or call  
xxx-xxx-xxxx. 
Principal Investigator: Lori Gardner, M. A. 
Faculty Sponsor: Nicole Taylor, Ph.D. 
 
 
 
 
 
 
